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placed, large movable kidney, nephropexy should be done and at the 
same time decapsulation with excision of the cysts. In all other cysts, 
punctures and incisions of the cysts should be rejected, and the pref¬ 
erence given to partial nephrectomy or, better still, decapsulation with 
excision of all the cysts. 


A New Symptom of Fracture of the Patella, with a Contribution to 
the Treatment. — Dreyer ( Zentralbl. f. Ckir., 1914, xli, 931) calls 
attention to an interesting observation in a case of fracture of the 
patella with a considerable separation of the fragments. He applied 
an extension apparatus with adhesive strips on the Buck principle. 
The adhesive strips were applied only from the thigh down to the knee, 
but not over the line of fracture, so that the traction was applied only 
to the thigh and upper fragment of the patella. He found that with 
active traction the patient could raise the whole limb, extended at the 
knee, but this was impossible as soon as the traction was removed. 
This proved that the lateral expansions of the quadriceps aponeurosis 
at the knee were not torn, as one would have supposed them to have 
been torn in an ordinary clinical examination. The fracture was 
treated conservatively with this traction apparatus in action. After 
twenty-eight days, with the knee fixed for precaution, the patient 
could walk about. Eight weeks after admission he could flex the knee 
to an angle of 40 degrees, could raise the whole limb fully extended at 
the knee, and could walk up and down steps without support. The 
Roentgen ray showed that the separation of 1 cm. at the time of fracture 
had been reduced to 2 mm., and the clinical examination showed firm 
bony union. Dreyer believes that with the aid of this symptom 
(desscribed above) we can diagnose the preservation of the lateral 
expansions of the quadriceps aponeurosis and thus decide between the 
cases which must be operated on and those which may be treated 
conservatively. 


The Technique of Gastrectomy. — Finsterer ( Deutsch. Ztschr. f. 
Chir., 1914, cxxviii, 564) says that in all cases of carcinoma and very 
small tumors near the pylorus all of the lesser curvature of the stomach 
to the esophagus should be excised in order to remove the whole lymph- 
node region of the lesser omentum. The anastomosis between the 
stomach and duodenum should be made by lateral implantation of 
the first loop of the jejunum as close as possible to the plica duodeno- 
jejunalis. By suturing the edges of the opening in the mesocolon to the 
gastric stump the anastomosis itself is made to sink into the free peri¬ 
toneal cavity. For the closure of the duodenum it is sufficient to ligate 
the crushed stump and invert it by a purse-string suture. When the 
carcinoma encroaches upon the right wall of the esophagus the suture 
of the latter can be secured by surrounding it, as by a wrist-band, with 
folds of the fundus of the stomach. Whether a carcinoma is operable 
or not, it can be decided only by an exploratory Iaparofomy and a 
persistent effort at mobilizing the tumor, since the latter can become 
fixed by old inflammatory adhesions. The enlargement of the regional 
lymph nodes up to the esophagus does not contra-indicate resection, 
because the nodes on the one hand are not of necessity carcinomatous 
and on the other hand by this method can be completely removed. 
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An exact cleaning out of all the regional lymph nodes is to be done. 
Resection is justifiable as a palliative operation, since the removal of 
the foul and bleeding tumor can lead to a more easy and rapid im¬ 
provement of the patient than can a gastro-enterostomy. It will pro¬ 
vide an undisturbed gastro-intestinal function, while in advanced 
cases the gastro-enterostomy opening will soon be involved in the 
growth. 


Arthritis of the Acromioclavicular Joint as an Important Feature 
in the Pathology of Obscure Shoulder Injuries. — Sievers ( Deutsch. 
Ztsckr. f. Chir., 1914, cxxix, 583), in the Trendelenburg Festschrift 
number, calls attention to the importance of the acromioclavicular 
joint in the movements of the arm and shoulder. It is frequently 
affected in obscure shoulder injuries, which are due either to falls 
on the shoulder or to force transmitted from the elbow or hand. These 
traumata give rise to degenerative inflammatory affections of this joint, 
which are demonstrable by the Roentgen rays in the form of acute or 
chronic arthritis of this joint. It may be associated with fracture of 
the acromial end of the clavicle. The condition may exist alone or be 
combined with other traumatic affections of the shoulder-girdle or 
shoulder-joint. The diagnosis rests chiefly upon the disturbance of 
the functions of the joint, especially of its movements. Often there 
will be symptoms localized to the joint, consisting in demonstrable 
changes in the joint and subjective disturbances. The Roentgen rays 
should be employed in every case and a roentgenogram of each shoulder 
should be taken for comparison. The condition causes severe pain and 
disturbance of movements and long-continued inability to work. 
The acute form should be treated by rest and novocain injections into 
and around the joint. The chronic form, in many cases, will resist the 
usual therapeutic measures. After a sufficiently persistent trial of these, 
without success, resection of the acromioclavicular joint with im¬ 
plantation of a fatty flap between the ends of the bones will give a 
satisfactory result. The operation should aim at mobilization and not 
at ankylosis of the joint. 


Original Surgical Uses of the Bone Graft. — Albee (, Surg ., Gynec., 
and Obst., 1914, xviii, 699) says that his experience as to the trust¬ 
worthiness of the bone graft, as a surgical agent, when taken with its 
enveloping membranes (periosteum and endosteum) and contacted 
with bone, has been borne out by Murphy, McWilliams, and others, 
who have obtained practically 100 per cent, of successes. In his last 
100 cases the successes have been 100 per cent. The endosteum, 
marrow substance, and periosteum should be included in the graft, 
as they play a most important role in aiding to establish an early and 
sufficient blood-supply from the recipient tissues to the cortical part 
of the graft. The endosteum is also actively osteogenetic as well as 
the inner layer of the true periosteum. A rapid and complete union 
between graft and recipient bone should in many cases be enhanced 
by the interposition of numerous small grafts in which the periosteum 
may be disregarded because of the easy access of blood-supply to their 
interior osteoblasts. These coalesce with each other and with the 
recipient bo'nes and the large graft. The living bone graft has certain 



